Cauda equina syndrome associated with ankylosing spondylitis in a female Sir, A 61 year old woman had ankylosing spondylitis (AS) since the age of 23. At 43 years she had a recurrent effusion of the right knee and this was treated with synovectomy and patellectomy. At 57 years she had a left total hip replacement and at that time the right knee was noted to be stiff in extension.
She was admitted for investigation with a two month history of urinary incontinence, loss of sensation in the perianal area, some faecal incontinence and altered sensation on defaecation. On examination there was evidence of severe AS. On neurological examination, power and tone were normal. Reflexes were absent in the right lower limb but plantars were bilaterally flexor. Saddle anaesthesia was found and anal tone was diminished. A diagnosis of a cauda equina lesion was made. A myelogram was unsuccessful. A computed tomographic (CT) scan of the lumbosacral region showed no evidence of a space occupying lesion or disc prolapse. No further treatment could be offered.
Cauda equina syndrome associated with AS is rare and was first described by Bowie and Glasgow' who documented three patients who developed cauda equina lesions many years after the active disease had settled. In a review by Bartleson et al.,2 most patients' AS was asymptomatic for years before neurological complaints began. Sphincter disturbance and cutaneous sensory loss were the most frequent manifestations. All patients were able to maintain ambulation much as they had before the onset of their cauda equina syndrome, and sensory and sphincter function was disturbed more than motor function. Painless neurotrophic skin ulcers secondary to the sensory loss have been described."3 The progress of the syndrome is slow and the neurological defects are symmetrical. Post-irradiation sarcoma may mimic this syndrome, in those patients previously treated for their AS by radiotherapy.
A variety of treatments have been tried, including high dose steroids and laminectomy, but none has been shown to be effective. Surgical exploration should be avoided, as it usually results in transient worsening of symptoms with no proven benefit.45 In the review by Bartleson et al.,2 seven ofthe 12 men had a notable history ofprior prostate surgery with little or no benefit from the procedure and often resulting in increased urinary incontinence which may be the first presentation of this syndrome. The presentation is slowly progressive with symmetrical neurological defects developing long after the rheumatological symptoms have diminished. CT scanning or magnetic resonance imaging is the preferred method of investigation and fails to demonstrate a space occupying lesion.
What is particularly interesting about this case is that the patient was female. As far as we are aware, only two previous reported cases have occurred in females.2 There is no effective treatment but awareness of this complication will prevent needless invasive investigation and the earlier institution of supportive care. One week postpartum, she travelled to nearby Venezuela for magnetic resonance imaging (MRI) scan and angiography of the brain. These revealed a right temporal lobe lesion. Three weeks later, craniotomy removed a right sphenoidal wing oedematous meningioma. Her recovery was uneventful.
The symptoms of headaches, nausea and vomiting are often encountered in pregnancy leading to complacency in the evaluation of neurological systems of pregnant patients. The consideration of an intracranial lesion at this time was extremely remote. In retrospect, it appeared that the liberal infusion of fluids unmasked the cerebral tumour. Her mood improvement after delivery could be explained by the recognized course of meningiomas in pregnancy. They tend to grow rapidly becoming symptomatic close to term.' Progesterone receptors are present on meningioma tissue2 so that under the influence of progesterone they enlarge by fluid retention and enhanced vascularity; similar to that of fibroids. Delivery with fall in progesterone levels led to shrinkage of the neoplasm. Her recovery thereafter makes this hypothesis plausible and is in keeping with findings of others. 3 Although the diagnosis was not confirmed initially we considered her clinical condition to be of such severity as to require caesarean section, a policy advocated by others.',2 Even though this is the first case to be reported in the West Indies, it is worth noting that the above symptoms occurring especially in the absence of preeclampsia warrants a thorough neurological evaluation. Meningiomas in the Caribbean constitute 21% of all neurological lesions, they are particularly prevalent in the 31 -50 year age group and females outnumber males 1 
